Palmoplantar keratoderma
Palmoplantar keratoderma unveiling renal cell carcinoma: unveiling renal cell carcinoma: A novel paraneoplastic A novel paraneoplastic presentation presentation Sir, A 70-year-old man presented with asymptomatic thickening of the palms and soles for 6 months. There was no history of anorexia, weight loss or any symptom pertaining to specific systemic involvement. The patient denied exposure to any chemicals which might have contributed to his illness. Dermatological examination revealed diffuse, hyperkeratotic plaques and fissures involving both palms and soles with more marked involvement of the latter [Figures 1a and 1b]. There was no hyperhidrosis. Hair, nails and mucous membranes were normal. Abdominal examination revealed a bimanually palpable 10 cm × 7 cm mass in the left lumbar region. It was soft, non-tender and ballotable. There was no hepatosplenomegaly. Other systems were clinically normal.
Hematological and biochemical parameters including serum calcium level were within normal limits, except for anemia (hemoglobin 8 g%) and an elevated erythrocyte sedimentation rate (62 mm/1 st hour). Stool examination for occult blood was negative. Chest X-ray and computerized tomography (CT) scan of chest did not reveal any abnormality. CT scan of the abdomen revealed a mass arising from the anterior aspect of the left kidney extending inferiorly up to the level of left iliac crest. It was heterodense with hypodense areas suggestive of renal cell carcinoma [ Figure 2 ].
Contrast CT scan of the abdomen and pelvis revealed renal cell carcinoma involving the lower pole of the left kidney. There was infiltration of perinephric fat and invasion of the lower pelvi-calyceal system causing hydronephrosis. Multiple small lymph nodes were detected in the left hilum and perinephric space. The tumor-node-metastasis (TNM) staging was T4N1M0. Histopathological examination of palmar skin showed features of keratoderma [ Figure 3 ].
A diagnosis of paraneoplastic diffuse palmoplantar keratoderma associated with renal cell carcinoma was made. Topical keratolytics and emollients were advised for palms and soles. At the regional cancer institute, left radical nephrectomy with para-aortic nodal clearance was done and renal cell carcinoma was confirmed histopathologically [ Figure 4 ]. The patient succumbed to myocardial infarction during the early postoperative period. Palmoplantar keratodermas are a heterogeneous group of disorders characterized by hyperkeratosis of the palms and soles and broadly classified into inherited and acquired types. [1] Acquired keratoderma may be paraneoplastic and morphologically, punctate, focal, or diffuse. [2, 3] Sudden onset of palmoplantar keratoderma in the absence of other findings should raise the suspicion of an underlying malignancy. [3] Familial punctate and filiform keratoderma have been reported with a variety of malignancies. [2] Punctate palmoplantar keratoderma occurring in elderly individuals, Cowden's syndrome and arsenic toxicity may also be associated with internal malignancy. [4] Our patient had diffuse palmoplantar keratoderma without family history of similar disorder or possibility of arsenic exposure.
Esophageal carcinoma was ruled out in the patient by clinical and radiological screening thus Howel-Evans syndrome was excluded, Moreover, this entity presents with focal keratoderma unlike in the reported patient.
Acquired diffuse palmoplantar keratoderma has been described in patients with carcinoma of lung, breast, kidney and colon. [1] Our patient's paraneoplastic keratoderma was due to underlying renal cell carcinoma. This carcinoma is unique among the genitourinary malignancies as nearly one-third of affected patients present with a paraneoplastic syndrome during primary or metastatic disease. [5] Clinical features vary from constitutional symptoms to specific metabolic and biochemical abnormalities. [5] Palmoplantar keratoderma as a paraneoplastic manifestation of renal cell carcinoma is unusual.
Paraneoplastic cutaneous manifestations reflect interaction between tumor cells and the host. The pathogenesis of these syndromes are ascribed to excessive production or depletion of bioactive substances, growth factors, hormones, or other unidentified mediators produced by the tumor. [3] Renal cell carcinoma is known to produce interleukin-6, -10, vascular endothelial growth factor and transforming growth factor-beta 1. [6] Keratoderma in this case could possibly be attributed to any of these growth factors.
Definitive treatment for paraneoplastic syndromes associated with localized renal cell carcinoma is nephrectomy, [5] as was undertaken in our patient. Documentation of resolution of the keratoderma following removal of the original tumor was not possible in this case because of sudden demise of the patient. We were unable to find any previous reports of acquired palmoplantar keratoderma associated with renal cell carcinoma.
Paraneoplastic palmoplantar keratoderma has to be differentiated from various other causes of acquired keratoderma including hypothyroidism, malnutrition, drugs, infections and infestations, papulosquamous disorders, eczema and aquagenic keratoderma. Keratoderma climactericum (Haxthausen's disease) seen in post-menopausal women is also an important differential diagnosis. [7] In conclusion, awareness and timely diagnosis of paraneoplastic dermatoses help in early detection and management of the underlying malignancy.
